Introduction
Anxiety is described as a vague, unpleasant feeling accompanied by the premonition that something undesirable is about to happen. It is a reaction to a perceived danger that is unknown to the individual. On the other hand, fear is a biological response to a specific threat, and is a reaction to a known danger or threat. Phobia, which shares features with both anxiety and fear, involves an avoidance response and is associated with a debilitating loss of function . Dental anxiety (DA) partially limits, or completely prevents, utilization of oral health care services (3, 4) . For many patients, fear and anxiety is a real problem that can become a barrier to treatment in the long run. Moreover, there are some patients who avoid dentists altogether because of their extreme fears, even in cases of emergency such as toothache. In addition, dentists may also become anxious when dealing with anxious patients, leading to management difficulties, which may cause the treatment time to prolong . The most common origins of (DA) happen to be a previously painful or negative experience during visits to a dentist. A patient's anxiety also poses major management problems for the dental team as more treatment time will be required for an anxious patient and is very likely to miss appointments
(7)
. Dental anxiety is prevalent worldwide and not limited to a population or country (8) . Depending on the population and the measurement technique, there have been numerous studies that have reported high (DA) levels in approximately (10-20%) of their participants . It's reported that (25%) of UK adults and (20%) of US adults reporting delays in visiting the dentist due to dental fear (12, 13) . Possible factors related to (DA) that have been studied include age, gender and others (14, 15) . Many studies ascertain that (DA) is more common in women (11, (16) (17) (18) . In addition, it has reported that anxiety subsides with age (19) . Some studies claim that patients with higher education experience less anxiety during dental procedures (11, 19) . Many different types of instruments (scales) have been developed to measure (DA), including the Geer Fear Scale (GFS) , Short-Form Fear of Pain Questionnaire (SF-FPQ) (27) . All of these scales have been adopted and tested for many years in dental and psychological researches (28) . The (MDAS) scale has been shown to have good reliability and validity. Mean scores are provided for phobic and non-phobic patients (26, 29) . . While (DFS) scale which one of the most frequently used measures of (DA) (35, 36) , and used in behavioral research studies, which gives good stability, high reliability, and acceptable validity in diverse cultures and languages . Also, it was based on a theory of learning and is much more relevant than other traditional instruments, regarding both the understanding and the assessing and treating of the (DA)
(40)
. The purpose of this study was to assess the levels of (DA) before dental treatment in patients who referred to dental clinics in Baghdad, Iraq and their relation to their sociodemographic factors (age, gender, educational level).
Materials and methods
This cross-sectional study was conducted in College of Dentistry of Al-Mustansiriyah University and AlShiekh Omar specialized dental center in Baghdad. Samples were made up from 800 patients, who were attending clinics during 9 months of study period. After checking in, each patient was provided with a survey form (which prepared and translated from English to Arabic by certified translator) and was asked to answer the questions. All the participants were informed about the confidentiality of their answers.
Inclusion criteria were included the age between (20-59) years and agreement to participate in the study. The sample (800 patients) was divided into 4 age groups (G1: 20-29, G2: 30-39, G3: 40-49, G4: 50-59) ; and each group consisted from (100 males) and (100 females). Exclusion criteria were mental disabilities, under the age of (20) The second part of the survey was an Arabic version of (MDAS). The (MDAS) includes 5 multiple choice questions (visit tomorrow, waiting room, use of drill, scaling and polishing, and injection) with their answers for patients' anxiety as shown in Appendix (2). A scoring method was used with 5 possible answers to each question (score 1: not anxious, score 2: slightly anxious, score 3: fairly anxious, score 4: very anxious, and score 5: extremely anxious). Summation of values for all answers represent a score for level of (DA) with a score ranged from (5 to 25)
(26)
. This total score can be classify to minimal anxiety (total MDAS: 5-9), moderate anxiety (total MDAS: 10-12), high anxiety (total MDAS: 13-17), very high anxiety .
Third part of survey was an Arabic version of (DFS) questionnaire. The original version of (DFS) contained 27 items (22) and the present one 20 items (23) formulated in such a way as to identify the specific and unique answers to a variety of stimuli correlated to the dental activity . This scale consists of three subscales: the first one is related to a pattern of avoiding the dental treatment and to the anticipatory anxiety (8 items) (put off making appointment, cancelled/failed to appear, making an appointment, approaching dental office, sitting in waiting room, sitting in dental chair, smell of dental office, seeing the dentist), the second one represents the fear associated with the stimuli and the procedures during treatment (5 items) (muscle tenseness, increase breathing rate, perspiration increase, nausea, heart rate increase) and the third one the psychological reaction or the arousal during treatment (7 items) (seeing anesthetic needle, feeling anesthetic needle, seeing the drill, hearing the drill, feeling the drill, having teeth cleaned, overall fear of dentistry) as shown in Appendix (3). The response options follow a rating scale ranging from "never" or "not at all" (score = 1) to "nearly every time" or "very much" (score = 5)
(23)
. Avoidance scores can be ranged from (8 to 40), physiological arousal from (5 to 25), and fears of specific stimuli/situations from (7 to 35). The total (DFS) scores could be ranged from (20 to 100), with highest scores indicating high (DA) (41, 43) . This total score can be classify to minimal anxiety (total DFS: 20-33), moderate anxiety (total DFS: 34-58, high anxiety (total DFS: 59-75), very high anxiety 
Results
The present study showed that females had higher (DA) (13.57±5.57, Figure ( 2). Analysis of variance (ANOVA) test showed statistically (HS) among age groups at P-value (≤ 0.01) for both MDAS and DFS scales, Table (4). The least significance difference test (LSD) showed that there was only (HS) between (G1) and (G3, G4) for both MDAS and DFS scales, while there was non-significant difference (NS) between (G1) and (G2) for MDAS and DFS scales. Also, there was (NS) between (G2) and (G3, G4) and there was (NS) between (G3) and (G4) for both MDAS and DFS scales, Table (5) . Whereas, the MDAS scale demonstrated that (G1) had (38%, 13%, 24%, 25%), (G2) had (42%, 25%, 18.5%, 14.5%), (G3) showed (51%, 27.5%, 13%, 8.5%), (G4) showed (55.5%, 29.5%, 8%, 7%) of minimal, moderate, high anxiety and very high anxiety scores respectively. While DFS scale demonstrated that (G1) had (37%, 27%, 20%, 16%), (G2) had (40.5%, 31.5%, 16%, 12%), (G3) showed (45%, 38%, 12.5%, 4.5%), (G4) showed (50.5%, 42%, 85.5%, 2%) of minimal, moderate, high anxiety and very high anxiety scores respectively, Table (6). Furthermore, the study demonstrated that anxiety decreased when education level increase, in which the uneducated patients had higher level of (DA) Pearson's correlation coefficient (R) showed that there was a positive correlation between gender and anxiety scales (MDAS, DFS), with statistically (HS) at P-value (≤ 0.01). While, there was negative correlation between age and anxiety scales, and between education and anxiety scales with (HS) at P-value (≤ 0.01) for both relations, Table (10).
Discussion
Dental anxiety was perceived as a problem in the sample examined. This was clearly seen irrespective of age, gender, education level. Fear of dental treatment continues to put a great burden on all those who have anything to do with the dental profession, including the patients. Dental professionals have tried to assess the extent of this problem in order to find methods and techniques to help patients overcome it (44) . This study was done to assess the levels of (DA) in patients and their relation to their gender, age, educational level in Iraq.
The result of the study showed that females had higher (DA) than males and this may be explained that females being able to express their feelings of fear more openly than males (18, 45) . Also, females have lower thresholds and exhibit less tolerance for pain at given stimulus intensities than males (35) . Thus, dentists are advised to make their appointment stress-free especially for females and use the modern technologies that make patients relax prior to treatment (44) . The result demonstrated that higher percentage of anxiety scales was appeared in minimal anxiety score in males, while lessor percentage was appeared in very high anxiety score in males too. This can be give a clue about why (DA) was low in males in comparison to females. This result was agreed with other results . This might be due to general decline in anxiety with aging and greater exposure to other diseases and their treatment (46) . Also, the higher percentage of score was appeared in minimal anxiety score in (G4:50-59 years), while lessor percentage was appeared in very high anxiety score in (G4). This can be give an idea about why (DA) was low in (G4) in comparison to other age groups. Explanations proposed as to why (DA) might decrease with age include the ability to cope with experiences or the phenomenon may be due to the ageing process itself characterized by a general decline in anxiety . There was inverse (negative) relationship between age and anxiety scales. This result was agreed with other studies (28,44,48,49,54,55) . Also, the anxiety decreased with advance of education level of patients which was agreed with Saatchi et al.
(49)
. This finding may relate to the lack of independence and feeling of insecurity among Uneducated patients
, but the results was disagree with Holtzman et al.
(54) who done in an emergency dental clinic in Brazil, so that the education level may be not affect on anxiety level. In addition, the higher percentage of score was appeared in minimal anxiety score in Postgraduate patients, while lessor percentage was appeared in very high anxiety score in MDAS of Postgraduate patients and in high anxiety and very high anxiety scores in DFS of Postgraduate patients. This can give hint why the (DA) was low in Postgraduate patients in comparison to other patients. Also, there was inverse (negative) relationship between education and anxiety scales. This result was agreed with Saatchi et al.
. This result may be discussed that increasing of age or education level may leads to decrease of anxiety of these patients and vice versa. This result may raise concerns on the awareness of the oral health in Baghdad in general. So, the uneducated patients may have social distance between a highly educated dentist and them with little education which results in the patient's embarrassment and worries about problems of communication in a physician-patient relationship
(56)
. Therefore, it recommend to prepare more dental educational programs on prevention and oral health care for all age groups, ranging from persons with elementary school education to the highly educated. As previous bad experience from treatment is the leading cause of anxiety, particular focus should be on this aspect of apprehension during dental training. Continuous education programs for dentists should encourage them to help patients to overcome their fear by giving them adequate explanation of the treatment procedures and providing them with proper pain management. Furthermore, treatments for moderate and severe dental anxiety often require more special interventions. It is possible to refer such patients to dental fear clinics where the best management can be offered
(44)
. 
References

